In two patients, where the long and short saphenous veins and ankle-perforating veins were already ligated and a leak was still present from the popliteal space, the popliteal vein was proved after testing to be incompetent and was divided. Both patients have an unusually good result. Thus Bauer's ligation of the main deep vein appears to have a useful place in an established incompetent popliteal vein with swelling, eczema, and ulceration.
Tests at Operationfor Venous Incompetence Four tests are available. Three do no harm to the vein, but the last requires ligature in any case. The tenet followed is that a surgeon may divide only those veins proved by testing to be defective either pre-operatively or at operation.
(1) A ligature of softened catgut is passed twice round the vein at its union with the parent. It is watched distally. If (West London Hospital) It is now well recognized that both incomplete nerve section and antral retention are causes of recurrent ulceration after vagotomy and simple drainage for duodenal ulceration. In the first, recurrence appears to be due to a persistent cephalic phase of gastric acid secretion, and in the second to an augmented hormonal phase. This paper is concerned with antral dysfunction after vagotomy and gastrojejunostomy or vagotomy and pyloroplasty.
Dysfunction after Vagotomy and Gastrojejunostomy
If a gastrojejunostomy is made proximal to a normal pyloric ring and to an unobstructed duodenum, the prepyloric stomach distal to the shortcircuit stoma can empty itself satisfactorily through the duodenum, and probably in these circumstances recurrent ulceration from antral dysfunction seldom if ever occurs. If, however, there is either pyloric canal stenosis or duodenal stenosis, then stasis may occur in the prepyloric stomach. Experience shows that in these circumstances gastrojejunal ulceration may occur, presumably from a hormonal phase of gastric secretion augmented by the retention. In one such patient there was a large gastrojejunal ulcer associated with antral retention in the ten-hour film. This large gastrojejunal ulcer healed without treatment and has remained so for years.
There is another form of antral dysfunction following vagotomy and gastrojejunostomy when the stoma is made proximal to a stenosed pyloric ring or duodenum. It is well shown in the following case:
Case 1 L T, male, aged 56 Vagotomy and gastrojejunostomy were performed for duodenal ulceration in 1959. At that time we were not familiar with peptic pyloric ring stenosis. The patient remained well for four years and then developed anorexia and loss of weight with a hemoglobin of 55 % and positive occult blood tests in the stools. A provisional clinical diagnosis of gastric neoplasm was made. X-ray examination revealed persistent deformity of that part of the stomach between the pylorus and the gastrojejunostomy stoma (Fig 1) . At first it was thought that this deformity was in the nature of a malignant filling defect, but with more careful observation it was noted that the thin barium track in this area was smooth. The appearances were rather those of spasm than of neoplasm. At operation no neoplasm was found, and the prepyloric stomach appeared, on external examination, to be normal. A small prepyloric gastrotomy incision was made, and a finger passed into the pylorus revealed severe organic ring stenosis. Looking back at the preoperative X-rays in the light of our more recent knowledge, there appeared to be evidence of pyloric ring disease. At the initial operation vagal section had been proved complete by the electrical stimulation test. The test was applied again at the second operation, and complete vagotomy was again confirmed. The gastrojejunostomy was taken down and a Finney pyloroplasty made. When this was done, the entire gastric mucosa between the obstructed pylorus and the gastrojejunostomy stoma was found to be swollen and grossly hemorrhagic. This severe gastritis was limited to this part of the stomach and had caused the anemia and all the other symptoms. The patient has remained well since this second operation and his haemoglobin level has remained normal.
Pyloric ring disease is an important lesion both in duodenal and in gastric ulceration.
Dysfunction after Vagotomy and Pyloroplasty
From the earliest days after the publication of the paper by Dragstedt & Owens (1943) it has been known that following vagotomy and pyloroplasty with an inadequate stoma, the resulting gastric retention might cause a benign lesser-curve ulcer.
We have no such case to record, but the following case history is in many ways more interesting:
Case 2 J C, male, aged 37 Vagotomy and pyloroplasty were done for chronic duodenal ulceration. At operation there was no pyloric or duodenal narrowing and a single-layer Heineke-Mikulicz pyloroplasty was performed. From this there was no organic narrowing as a later X-ray showed that the channel was everywhere wide, yet within one month of operation the patient had symptoms typical of peptic ulceration, and barium studies showed not only the wide pyloroplasty but also a benign lesser-curve gastric ulcer. The ten-hour film showed antral retention (Fig 2) . I suggest that the antral retention by augmenting the hormonal phase was the cause of the gastric ulcer, the primary cause being a stomach lacking in tone following vagotomy. Within another month the stomach tone had returned and the gastric ulcer healed, and it has remained so since.
This interesting case once again throws light on the eetiology of benign lesser-curve gastric ulcer. The gastric ulcer was transient and due to transient retention following an operation without technical error. Sometimes, however, in patients with severe duodenal stenosis, especially if this is at some distance from the pylorus, the stenosed area may not be fully divided. As a result, especially perhaps when the Heineke-Mikulicz rather than the Finney pyloroplasty is used, a narrowed duodenum may leave the pyloroplasty stoma. This 398 Proceedings of the Royal Society ofMedicine is shown in the X-rays of one patient (Fig 3) . In this patient there was antral retention (Fig 4) when she was readmitted to hospital with melina. There were no symptoms or X-ray evidence of recurrent ulceration. Probably, as in Case 1, the bleeding had occurred from a gastritis resulting from retention in the prepyloric stomach. The patient remains well two years later. 
